for the advanced stage at diagnosis (Richards et al., 1999; Thongsuksai et al., 2000) and advanced stage of disease is a poor prognostic factor for breast cancer. The current breast screening programs in Malaysia are still not effective in encouraging people to come early for consultation.
Studies have categorised delays into patient delay and provider delay (Richards et al., 1999; Arndt et al., 2003) . It has been reported that delay between recognition of symptom and consultation [patient delay] was related to knowledge on breast cancer, accessibility to health care and psychological factors such as fear and denial (Arndt et al., 2003) . Whereas delays between first consultation to specialist referral and definitive treatment [provider delay] were mostly related to health care services, including failure of general practitioners to take action, false negative diagnostic tests or inaccessible health care services. Grunfeld et al. (2003) explained the processes that patients experience from the recognition of symptoms to treatment. When a woman first notices a breast symptom, she would interpret the symptom, assesses risks for potential ill health and starts analysing reasons for seeking diagnosis. The decision to seek help is influenced by knowledge of the disease. Burgess et al. (2001) conducted a qualitative study among 46 breast cancer patients in the United Kingdom and reported five common themes that influenced help-seeking behaviour after symptoms' discovery. The themes were symptoms interpretation, attitude on medical consultation, fear of cancer consequences, perception on competing priorities and triggers to action.
A review of 104 narrative studies of 80 breast cancer among ethnic minorities in United States showed that the predictor factors for advanced stage at diagnosis were attributions and risk estimations, reluctance to consider symptoms as a threat, failure to confide symptom to other person, expectations of abandonment by male partners, fear of deportation, prejudice and refusal of treatment due to poverty (Facione and Giancarlo, 1998) . The study also reported other factors such as reliance on complimentary and alternative therapies, worries about finance and modesty which resulted in refusal of physical examination.
This study was conducted to explore the reasons of delaying seeking help among symptomatic patients with breast cancer in the East Coast of peninsular Malaysia. To date, most research in this area have been conducted in developed countries, particularly among minorities, and very few have been carried out in developing countries which have limited resources. There has been limited research on this issue in Malaysia that has been published. There are socio-cultural influences on help-seeking behaviour for disease symptoms and the Malaysian population is known for its strongly held traditional beliefs. Research in this area is very important so that clinicians can be more understanding when managing patients and policy makers can formulate strategies and implement activities that can prevent delay in the diagnosis and treatment of breast cancer.
Materials and Methods
This was a qualitative study using in-depth interview. Respondents were breast cancer patients with histopathological confirmation and were on follow-up in any of the three government hospitals in the East Coast of peninsular Malaysia. The respondents were selected and approached because they had all manifested delay in either consultation or diagnosis or treatment. The respondents were briefed about the research and voluntary consent was asked for. None of the invited respondents refused interview. All information has been kept confidential and ethical clearances were obtained from the Ethic Research Committees of each hospital, with the reference numbers: USMKK/PKK/JK EP(M)-191 USM, Bil(43)HRPZ ll.71/20 Jld.8, HSNZ. and (4)KKM/ NIHSEC/08/0804/P07-13.
A pre-test was conducted on five respondents to test for logistics as well as rehearsals for the researcher. The results of pre-test were not included in the final results. Each session took about 45-60 minutes. The first author conducted all the interviews in clinics after the respondents' consultation with oncologist or surgeon in a quiet and controlled environment and free from disturbance. The first author introduced herself as a medical doctor who conducted research but was not involved in the clinical management of their disease. During the interview session only the interviewer and respondent would be present seated side-by-side. A detailed explanation of the purpose of the interview was given to initiate the session followed by an ice-breaking general conversation about respondents' background, disease staging, progress and general health. After ensuring the respondents were comfortable and at ease, the respondents were asked about their help-seeking behaviour starting from the recognition of the first symptom to treatment. Open ended questions were asked regarding the chronological events [onset of symptoms, first consultation with a healthcare provider, definitive diagnosis and treatment] and explanations for their behaviour. A checklist of questions was used to ensure that all interviews covered all the relevant areas.
The entire interview was digitally audio-recorded and a transcription was written immediately after the interview. The transcription was checked line-by-line by another co-author to ensure it was accurate especially for participants who spoke local dialect. Data was analysed manually and the transcription was read repeatedly, summarised and coded into categories. The categories then were sorted into potential themes. Data analysis was done immediately after the transcription so that the researcher could make improvements for the next interview. The researcher also took notice of the control of interview, usage of leading questions and whether cues were taken or ignored, were respondents given enough time to respond to questions or whether researcher had explored the raised issues in sufficient depth. Reflection was done so that more themes could be developed for the subsequent interview. To ensure internal validity of study, further analyses were also carried out by two independent data analysers who were also co-authors. After both had examined the transcripts independently, discussions were held to identify and come to a consensus about the drawn themes. Translated verbatim passages are reported in total or part thereof depending on the cases and the meanings. Another bilingual co-author cross-checked the translation to assure its validity.
Results
The data collected was saturated after twelve respondents were interviewed. The background characteristics of the respondents are shown in Table 1 . The age range was 26-67 years old. All respondents were of Malay ethnicity and this was not surprising since 90% of the study population were Malay. One respondent did not have formal schooling, two had primary schooling, one had completed lower high school, five had completed high school and three had diplomas. All were married except one, two were post-menopausal, none had a family history of breast cancer and 11 had taken complementary alternative medicine [CAM] . One had undergone lumpectomy, eight had mastectomy, two were inoperable and one refused surgery. This analyses of the data suggested that help-seeking behaviour was influenced by poor knowledge and awareness of breast cancer, fear of cancer consequences, beliefs in CAM, sanction by others, other priorities, denial of disease, attitude of 'wait and see' and weaknesses of the health care system or provider.
Lack of knowledge about breast cancer
There was a lack of knowledge or awareness about breast cancer. Many respondents misinterpreted the presenting symptoms as benign diseases such as cyst, slime, knot or a sign of menses. Some did not suspect cancer and thought that cancer would never happen to them.
" 
not a serious disease."(C)
Most respondents did not think that the symptom might be due to cancer because there was no pain and it did not cause any ill health to them. Most of the symptoms were minor and did not prevent them from working and going about with their usual activities. There was a lack of perception of the symptoms and its seriousness.
" Respondent D who was a schoolteacher, had a fine needle aspiration cytology (FNAC) at an early stage, which was arranged by her friend, a nurse who worked in a surgical clinic. The result had been reported as atypical cells. She had been satisfied with this finding as there was no mention of cancer in the report and she did not consult a doctor. She did not ask for more information because she was ignorant about the significance of atypical cells.
"..when she (her nurse friend) told me it was not cancer, I felt relief and forget about the lump because it was not painful." (D)
Respondent F first noticed the symptoms when she was pregnant. She was diagnosed with breast cancer post-partum after she lost consciousness during delivery. While respondent A, G and H noticed their symptoms during lactation.
." (J)

Fear of cancer consequences
Most of the respondents vocalised a fear of cancer consequences which were described as fear of pain, surgery and death. The recommendation for surgery was perceived as a death sentence to some of the respondents.
Other priorities
The respondents described other priorities taking precedence over personal health thus delaying consultations for the symptoms. One respondent delayed her operation because of an examination, another waited till after her child's wedding, while another was too busy with her job commitments. Two of the respondents had financial problems and one had a transportation problem.
"I am the type who work hard (laughed). When working, I would not be aware of anything else... I never thought of reading things like health and medical things..." (C)
Denial
Some respondents had difficulty in accepting the diagnosis and a few asked for another opinion.
." (C).
Attitude of 'wait and see'
Some respondents preferred to monitor the symptom progression before making the decision to seek help or accept treatment. Respondent B and J were intentionally ignoring their symptoms. 
Weakness of health care provider and system
The present health campaign was not accessible to some respondents. Respondent C was a school teacher living in a town area, had not received any information regarding breast cancer. She was young, single, previously healthy and had never been to a government health centre therefore she had not been exposed to any breast cancer information and other health promotion activities available at such centres.
"I never received any printed materials about it... I did not have time to go into electronic media. If given, surely I would read them." (C)
Some respondents received information from health care givers that was misleading but appeared to satisfy the needs of the respondents such that the respondents did not pursue the matter further. Many respondents were told that the lumps were not cancer even though a tissue biopsy had not been performed. Some did not give any information or refer for further investigations.
"Initially they said it was not cancer. Then they said probably I worked very hard... they said winds, muscles or knots..."(L) "Private doctor examined and said it was not tumour, probably normal growth..."(G) "I went to a hospital. The doctor said it was only vein... then went again to a private clinic, he gave medication and said probably a milk collection."(A) "The nurse examined... but did not tell anything..." (H)
There were problems with hospital appointments. Respondent H and E were given appointments at the government hospital several months after the first consultation. Respondent K was told to come back in 3 months but no appointment was given. After 3 months, she felt no changes and did not bother to return. She also had problems while waiting for her surgery. The operation was postponed many times due to her concurrent medical health problems, difficulty getting onto the waiting list and priority for emergency cases. Respondent L had a problem with FNAC whereby the results were either inconclusive or benign.
Discussion
We conducted this qualitative study among Malay women in the East Coast of peninsular Malaysia, which is more rural and less developed than the West Coast. Some respondents in this study could not associate their symptoms with breast cancer and this could be one reason for delay in seeking help. Knowledge about the variation in breast cancer symptoms has been found to be an important factor so that patients could correctly suspect cancer and immediately consult a general practitioner (Bish et al., 2005) . Lack of knowledge has been shown to influence patients' decision in seeking medical help (Burgess et al., 2001 ). Women in Nigeria had poor awareness about breast cancer that many presented in the advanced stage of disease (Adesunkanmi et al., 2006 ). An Iranian study reported 16.2% patients who delayed 3 months or longer had lack of knowledge regarding breast cancer symptoms compared to only 1.5% among those who delayed less than that (Harirchi et al., 2005) . Another study also reported women who were more likely to delay were those who had limited knowledge regarding their own risk for breast cancer, risk factors and variation of symptoms (Grunfeld et al., 2002) . A lack of knowledge combined with the fact that their breast cancer symptoms were minor and non-specific, led to confusion for most respondents. They had no perception of the seriousness of their symptoms. Knowledge can also influence patients' assessment of the severity of the symptoms (Burgess et al., 2001) . One study has suggested that an intervention informing women of the diversity of breast cancer symptoms, advice on how to obtain help after recognition of symptoms and advances in breast cancer management might reduce delay in helpseeking behaviour (Grunfeld et al., 2003) .
If patients connect their symptoms to diseases like cancer, they would consult a general practitioner earlier.
In our study many of the respondents initially attributed their symptoms to benign diseases. Most respondents did not interpret their symptoms as cancer because there was no pain; an atypical presentation like itchiness was not recognised and small mobile lumps were considered to be benign. A number of respondents had presentation of symptoms during pregnancy or lactation. This was unfortunate as breast symptoms during pregnancy or lactation are frequently not taken seriously by either patients or health care providers. Most will explain the symptoms as the effects of hormonal changes on breast tissues. Furthermore, such patients are young and young people more commonly get benign breast diseases rather than cancer.
This study highlighted the incorrect perceptions about the aetiology, risk factors and treatment of breast cancer which has also been found in other studies (Johnson et al., 1999; Malik and Gopalan 2003; Remennick, 2006) . Some respondents believed that metal instruments coming in contact with the tumour might spread cancer cells quicker, another described having radiotherapy was like being fried in a hot oven. Many respondents also believed that mastectomy would lead to death because the breast is situated on the chest, near the heart. Fear of cancer consequences was a psychological barrier identified for the delay in help-seeking behaviour among breast cancer patients in this study. This has also been identified in other studies (Caplan et al., 1996; Andrews and Bates, 2000; Burgess et al., 2001; Smith et al., 2005) . The emotion of fear is needed to ignite action. Without fear, patients would not give attention to and neglect the symptoms. Feeling fear was related to clinical features, belief that the symptom was dangerous and required consultation (Burgess et al., 1998) . Fear detected among breast cancer patients included fear of diagnostic test (Weinmann et al., 2005) , cancer consequences (Nosarti et al., 2000) , pain, suffering and disfigurement after mastectomy (Mohamed et al., 2005 , Burgess et al., 2006 , embarrassment during breast examination and change of body image after surgery (Smith et al., 2005) , mastectomy itself (Ajekigbe 1991; Malik and Gopalan, 2003) and being left by spouse or partner (Facione and Giancarlo, 1998) . Mastectomy had an effect on the wifehusband relationship since it can affect the sexuality and body image of a woman.
Usually patients would choose CAM if they perceived modern medicine would not cure the disease or when prognosis was poor or there was chronic suffering or when surgery was needed (Ariff and Beng, 2006) . Many respondents described using CAM as a way to avoid surgery, which was perceived as a death penalty to some respondents. Some also believed that breast cancer did not have effective treatment or traditional medication was more effective than modern medicine. Many patients would experiment with traditional alternative treatment and when they found it was not effective then they would accept hospital treatment. By that time, most symptoms would have worsened and most patients would eventually come in advanced stage of disease (Taib et al., 2007) . This finding has been supported by a study conducted in East Malaysia among the poor, non-educated rural patients in which 20.4% defaulted treatment and opted traditional alternatives (Leong et al., 2007) .
A systematic review on reasons for CAM use reported that people practiced CAM because of its benefits, wanted to be in control of their treatment, had a strong belief and as the last hope (Molassiotis et al., 2005) . Patients also practiced CAM to increase their physical and emotional health to fight cancer. Some might have had bad experiences at hospitals or felt the system was not friendly compared to traditional healers or shaman. CAM is also easily available and known to most people, the practitioners share similar socio-cultural background to the patients and the cost is usually not set and frequently affordable.
CAM may facilitate conventional treatment as supportive treatment. On the other hand, it has the potential to interact with conventional medicine. Most of the therapies have no scientific evidence of its effectiveness and safety. The use may cause harm if patients choose alternative treatment totally and delay conventional treatment. The scope of CAM is very wide and has been defined as comprising all health and medical care using methods and products that is not included under conventional modern medicine (CAMBASICS, 2007) . Therefore CAM includes traditional medicine, which is practiced in this part of Malaysia usually encompassing the use of herbs and manipulative methods and is given by traditional healers or shaman. In our study most respondents had ingested 'chanted' water or had applied some flour-based paste to the breast lump. Studies in 14 European countries reported the rate of CAM use among breast cancer patients was 14.8-73.1% (Molassiotis et al., 2005) . The rate in Pakistan was 34% (Malik and Gopalan, 2003) , in United States was 95% (Yates et al., 2005) and in Malaysia was between 15.5-45.3% (Taib et al., 2007) . Among the more popular therapies were herbal, homeopathy, vitamin, mineral, tea, dietary supplement, spiritual therapy and relaxation technique (DiGianni et al., 2002) . In Nigeria many breast cancer patients delayed consultation because they were trying religious and spiritual therapy (Ajekigbe, 1991) , while Chinese American chose Chinese alternative medication (Facione et al., 2000) .
The Malay society in this part of Malaysia is influenced by a traditional patriarchy system whereby most women's decision and actions are controlled by a male in the family especially the husbands. Most women would seek their husbands' permission and be chaperoned for any examination or procedure involving the breast (Ednin, 2007) . In this study some husbands refused permission for the respondents to seek medical treatment.
Modern women have many important roles in the family and having a disease might disrupt and burden their family. When women can no longer carry on their roles and need others to care for her, the husbands usually have difficulty in taking over the roles and some marriages or relationships end in divorce or separation or men taking another wife [polygamy is legal for Muslims in Malaysia]. The treatment of breast cancer is not without some bothersome side-effects and consequences; it is possible that some women would delay seeking help to avoid disrupting the well-being of their family but they may be sacrificing their own lives by doing so.
Previous observations of other breast cancer patients had also left behind negative perceptions of the disease course and treatment. The respondents have described scary stories regarding mastectomy, ineffective treatment and death after suffering. Some believed that even with treatment, patients would still suffer and die of breast cancer, therefore they refused diagnostic tests and treatment.
Many barriers to the respondents seeking medical help have been identified in this study which includes financial constraint, commitment at home or work and opposition of husband or relatives. A similar study in United States showed that some women delayed consultation because they were away from the area, on vacation, had competing physical or emotional problems or too busy with other things (Caplan et al., 1996; Facione et al., 2000; Burgess et al., 2001) , the different reasons reported emphasizes the importance that each country should undertake their own studies into the reasons for delay so that effective health promotion programs can be formulated that was suitable for that particular society.
Denial is a psychological defence mechanism to cope with an extremely stressful situation (Remennick, 2006) . Denial at the beginning of diagnosis may help reduce anxiety in patients, but prolonged denial may prevent patients from getting appropriate management by defaulting appointments, non-compliance, delaying and refusing treatment (Andrews and Bates, 2000) . Denial also results in disruption of the assimilation process with reality. The usage of denial as a coping mechanism depends upon the severity of the situation, individual personalities and family and cultural background (Kreitler, 1999) . Some of the respondents in this study did not believe that they had breast cancer and needed time to accept diagnosis and treatment.
One respondent in this study refused any treatment because she wanted to monitor her symptoms and wanted to submit to God's will. A study conducted in the United States reported that religious beliefs about God's role in curing cancer influenced women's intentions to watch the lump for changes (Altpeter et al., 2005) . There were patients who believed that they had breast cancer because of predestiny and people have no control on disease, life or death, thus some 'conceded to God's will' and refused treatment. These findings were also supported by studies conducted among the Punjabi and Tamil women in Canada (Meena et al., 2001; Gurm et al., 2008) . Studies have also reported that some women believed they had breast cancer as a punishment for previous sins and was a way of 'lessons from God' (Facione and Giancarlo, 1998; Meena et al., 2001; Altpeter et al., 2005; Gurm et al., 2008) . Accessibility to medical care is not a problem in Malaysia since the nearest health centre in rural areas has been reported to be within 5.3 km of households (IPH, 2008) . In developed countries, most delay was related to a lack of availability of medical care due to not having medical insurance (Ferrante et al., 2007) . This problem is not serious in Malaysia since most medical care at the government hospitals are subsidized and provided free of charge or for a small fee. If patients are not able to afford the charges, the welfare department or non-governmental organisations might assist. There is a disparity in the quality of health care in Malaysia (Yip, 2007) . Most patients have to queue for appointments, diagnostic tests or treatment at the government hospitals because there was an excess of demand for service. In most government hospitals, emergency operation is given priority and elective cases like mastectomy or lumpectomy may be cancelled if there was no empty operating theatre. Only those who could pay have the option for private services to avoid delay.
In conclusions, this qualitative study was conducted only among Malay ethnic respondents since most of the population in this area are Malays. This ethnic group has been reported to frequently present at advanced stages of disease, had poor compliance and a high refusal rate for treatment (Hisham and Yip, 2003) . The findings of this study can not be inferred to the population of Malaysia and future studies should include other ethnicities since they may have different factors that influence their helpseeking behaviour.
This study explored identified the factors that influence help-seeking behaviour among Malay breast cancer patients. Help-seeking behaviour was influenced by a complex interaction of cognitive, environmental, beliefs, culture and psycho-social factors. There was an inadequacy of breast cancer awareness and knowledge and a lot of misconceptions regarding aetiology, risk factors and treatment of breast cancer. Regular breast cancer awareness campaigns should be conducted in East Coast Malaysia emphasizing the early symptoms and signs of breast cancer. Fear of treatment, denial and negative attitude could be avoided through counselling. Support groups comprising of breast cancer survivors may assist in reassuring newly diagnosed patients about the efficacy of conventional treatment. Respondents needed role models from breast cancer survivors who could give testimonials that breast cancer is not necessarily fatal. Those who believe in CAM should be given sufficient education regarding the benefits and adverse effects of it. Women also need encouragement to make decisions about their health by themselves without relying on others. Barriers such as finance or transportation could be assisted by non-government organisation or the welfare department. Healthcare providers need to be sensitive and alert of their patients' needs and fears.
